A 52-year old man with recurrent vomiting was referred for upper gastrointestinal endoscopy. During endoscopy, superficial erosions were found on the upper part and obstruction in the middle part of the stomach (• " Fig. 1 and• " Fig. 2 ). The stomach was rotated around an axis connecting the gastroesophageal junction and the pylorus. The antrum was rotated in the opposite direction toward the fundus. The organoaxial type of gastric volvulus that was seen in our patient is associated with sliding hiatal hernia (• " Fig. 3 ). In patients with acute gastric volvulus, endoscopic reduction and de-rotation should be attempted. During the procedure, the suction of trapped air and placement of a nasogastric tube after devolvulization are obligatory [1] . In this case, endoscopic reduction of the volvulus was unsuccessful (• " Video 1), and the patient was referred for surgical devolvulization. During laparotomy, the stomach was decompressed and fixed to the abdominal wall (gastropexy) to prevent recurrence. Gastric necrosis was not detected during the surgery, and the patient was discharged from the hospital 3 days later. Gastric volvulus is characterized by abnormal rotation of the stomach along its horizontal or vertical axis. It is classified as primary (idiopathic) or secondary based on the etiology, as organoaxial or mesenteroaxial according to the axis of rotation, and as acute or chronic depending on the clinical presentation [2] . In organoaxial volvulus, the stomach rotates along its long axis through a line that connects the gastroesophageal junction to the pylorus. The antrum rotates anterosuperiorly and the fundus rotates posteroinferiorly. Strangulation of the stomach is relatively common in this type of volvulus (up to 30 % of cases) [3] . In mesenteroaxial volvulus, the stomach rotates around its short axis through a perpendicular line connecting the greater and lesser curvatures, and the antrum becomes displaced above the gastroesophageal junction. In another, complex form of gastric volvulus, elements of organoaxial and mesenteroaxial rotation are combined [4] . The combination of pain, vomiting, and the inability to pass a nasogastric tube, known as Borchardt's triad, is present in as many as 70 % of patients with acute gastric volvulus [5] . Imaging studies, including computed tomography of the abdomen or chest and an upper gastrointestinal series, may be used for the diagnosis [4]. Endoscopy is unreliable for the diagnosis of gastric volvulus (failure rate of approximately 68 %) but can be used for the differentiation of other clinical possibilities and decompression. Acute gastric volvulus is a surgical emergency and is associated with a 30 % to 50 % mortality rate when the diagnosis is missed [4]. 
Video 1
Endoscopic view of gastric volvulus.
Cases and Techniques Library (CTL) E379
Masjedizadeh Abdol Rahim, Alavinejad Pezhman. Endoscopic view in a patient with acute gastric volvulus … Endoscopy 2015; 47: E379-E380
